
             
     
                                               

 EME

EM
 

(To be submitted to KB
 
Date of Report:  ___________

Name of Training and Educational In
 
Course Number: __ __ __-__ __-__ _
 
Chief Administrative Officer Name &
 
Medical Director (if required) Name 
 
Program Coordinator Name & Phone
 
The type of Course to be offered:  __
 
The location for this course:_______
 
Tentative Starting Date:___________
 
Tentative Ending Date:___________
 
Maximum Number of Students to be 
 
Instructor Name: ________________
 
Instructor Certification Number: ____
 
Instructor Phone Number:  ________
 
Instructor Email Address:  ________
 
____________________________ 
Signature of Program Coordinator 
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KENTUCKY BOARD OF 
RGENCY MEDICAL SERVICES 

COMMONWEALTH OF KENTUCKY 
2545 LAWRENCEBURG ROAD 

FRANKFORT, KENTUCKY 40601 
PHONE: 502-564-8963 

FAX: 502-564-4687 
S Course Notification Report 

EMS within 10 days of the commencement of the course.) 

______ 
 

stitution:  ________________________________________ 

_- FR – B – P – EI – CE – Z 

 Phone #: ______________________________________ 

& Phone #:______________________________________ 

 #:_____________________________________________ 

__________________________________ 

__________________________________ 

_________________________________ 

__________________________________ 

accepted into the program: ___________ 

______________ 

______ 

__________________ 

________________________________ 

  ________________ 
   Date   

“An Equal Opportunity Employer M/F/H 


	EMS Course Notification Report
	Date of Report:  _________________


